Background: Advance directives (ADs) are widely regarded as the best available mechanism to ensure that patients' wishes about medical treatment at the end of life are respected. However, observational studies suggest that these discussions often fail to meet their stated goals.
Objectives: To explore best practices by describing what physicians who are considered expert in the area of endof-life bioethics or medical communication do when discussing ADs with their patients and to explore the ways in which best practices of the expert group might differ in content or style from normative practice derived from primary care physicians' discussions of ADs with their patients collected as part of an earlier study.
Design: Nonexperimental, descriptive study of audiotaped discussions.
Setting: Outpatient primary care practices in the United States.
Participants: Eighteen internists who have published articles in the areas of bioethics or communication and 48 of their patients. Fifty-six academic internists and 56 of their establishedpatientsin5practicesitesin2locations-Durham, NC,andPittsburgh,Pa.Eligiblepatientswereatleast65years old or suffered from serious medical illness and had not previously discussed ADs with their physician. Expert clinicians had discretion regarding patient selection, while the internists chose patients according to a predetermined protocol.
Measurements: Coders applied the Roter Interaction Analysis System (RIAS) to audiotapes of the medical visits to describe communication dynamics. In addition, the audiotapes were scored on 21 items reflecting physician performance in specific skills related to AD discussions.
Results: Experts spent close to twice as much time (14.7 vs 8.1 minutes, PϽ.001) and were less verbally dominant (PϽ.05) than other physicians during AD discussions. When length of visit was controlled statistically, the expert physicians gave less information about treatment procedures and biomedical issues (PϽ.05) and asked fewer related questions (PϽ.05) but tended toward more psychosocial and lifestyle discussion and questions. Experts engaged in more partnership building (PϽ.05) with their patients. Patients of the expert physicians engaged in more psychosocial and lifestyle discussion (PϽ.001), and more positive talk (PϽ.05) than patients of community physicians. Expert physicians scored higher on the 21 items reflecting AD-specific skills (PϽ.001).
Conclusions: Best practices as reflected in the performance of expert physicians reflect differences in measures of communication style and in specific AD-related proficiencies. Physician training in ADs must be broad enough to include both of these domains.
Arch Intern Med. 2000; 160:3477-3485 W HILE NOT fail-proof, 1, 2 advance directives (ADs) are widely regarded as the best available mechanism to help ensure that patients' wishes about medical treatment at the end of life will be respected when they become incapable of making decisions. 3, 4 The advance care planning process has been portrayed in the bioethics literature as anticipatory decision making, similar to traditional informed consent with a focus on specific treatment options within varying sce-narios of mental capacity and physical state. [5] [6] [7] Many have worried, however, that while such a task-focused approach may yield a consistent, even adamant preference statement, it may not produce patient insight or understanding of the options chosen. 8, 9 An alternative, processfocused model attempts to give meaning to choices by focusing on patient selfdiscovery through discussions in which patient values and experiences guide informed decision making. 10, 11 The few studies that have directly observed physician-patient conversations
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The affiliations of the authors appear in the acknowledgment section at the end of the article. about end of life suggest that they often fail to meet either of the goals described previously. [12] [13] [14] [15] [16] For example, in studies of both residents with hospitalized patients 12 and attending physicians with outpatients, 13, 14 descriptions of therapy options were too vague to ensure informed patient choice and patient preferences were not tied to specific situations or contingencies. Physicians and patients infrequently went beyond the narrow biomedical and legal technicalities of their discussion to the psy-chosocial context, rarely eliciting personal values or goals for care 12, 13 or patient motivation for particular decisions. 15, 16 Not surprisingly, physicians were rarely able to accurately predict patient choice after such discussions, and patients often had misconceptions about simple medical facts. 14 It is unclear why the quality of AD conversations is so poor. It may be unrealistic to ask physicians and patients to talk about so profound an issue as death in care
PARTICIPANTS AND METHODS

PHYSICIANS
Eighteen internists and family physicians, 9 nationally recognized as expert in medical ethics, 7 recognized as expert in physician-patient communication, and 2 recognized as expert in both areas, were recruited by us and participated in the study. To qualify as an expert medical ethicist, the physician must have published at least 2 articles on end-of-life decision making in peer-reviewed journals. Inclusion criteria for the communication specialists were fellowship in the American Academy on Physician and Patient, a national organization devoted to improving physician-patient communication, and publication of at least 2 articles on physicianpatient communication. In the 10 years prior to participation in the study, the physician-participants published a total of 105 articles directly on the topic of ADs and an additional 54 articles on relevant areas of communication studies. Included in the list were 5 directors of university medical ethics programs, 5 directors of primary care programs, and authors of authoritative textbooks on medical ethics and communication. All physicians maintain an outpatient practice in settings across the country.
We compared the AD discussions of these expert physicians with previously recorded discussions of community primary care internists. 13, 14 This sample of physicians (referred to as the community physician sample) included internists at 5 practice sites in 2 locations-Durham, NC, and Pittsburgh, Pa. Fifty-six of the 60 eligible physicians agreed to participate. The practice sites included 2 universitybased general medicine faculty practices, 2 Veterans Affairs general medicine faculty practices, and 1 universitybased geriatrics practice. All physicians held medical school appointments, worked within an academic system, and were actively engaged in patient care.
Eighteen of the 20 expert physicians approached by investigators participated in the study. As listed in Table 1 , expert physicians were advanced in their career; they averaged 49 years of age with a median of 20 years experience in medical practice. All of the expert physicians were white, and most (72%) were men. The physicians reported having a median of 6.5 outpatient AD discussions and 3 inpatient AD discussions over the 3-month period preceding the study. In contrast to the expert physician sample, the community sample physicians were considerably younger, averaging 37 years, and earlier in their career, having a median of 10 years experience in medicine. Unlike the expert sample, community physicians were almost equally as likely to be female (44%) as male (56%). The physicians reported having a median of 1 outpatient AD discussion and 2 inpatient AD discussions during the 3-month period preceding the study.
PATIENTS
Patients were eligible for the study if they were at least 65 years old or suffered from a serious medical illness that made a discussion of ADs relevant, including cancer, prior cardiac arrest, human immunodeficiency virus infection, renal insufficiency (serum creatinine level Ͼ250 µmol/L [Ͼ3 mg/dL] or receiving chronic dialysis), or chronic obstructive pulmonary disease, congestive heart failure, or cirrhosis severe enough to cause 2 hospitalizations in the past year. They had to speak English, to be judged competent by their physician to make medical decisions, and to have not previously discussed ADs with their physician.
For the community study, the investigators randomly ordered a list of eligible patients scheduled for a given clinic session. Physicians were asked to discuss ADs with the first patient on the eligible list for whom such a discussion was considered appropriate by the physician within the context of their relation to the patient and the day's visit agenda. No specific instructions were given to the physicians other than encouragement to conduct the AD discussion in whatever way they preferred, and the investigators obtained informed consent from the patients.
Because of the logistical problems associated with data collection for the national expert sample, patient recruitment proceeded differently. The research team did not select eligible patients; rather the expert physicians themselves were asked to select 3 patients from their practices who met the selection criteria and for whom discussion of ADs was appropriate. No specific instructions were given to the physicians other than encouragement to conduct the discussion in whatever way they felt most comfortable. The expert physicians were asked to obtain informed consent from the patients and to record their medical visits on audiotape.
Eighty-nine patients were eligible for participation in the community physician study. In 8 cases, physicians opted to exclude an eligible patient from the study because they thought that the patient was emotionally unstable or had too few prior visits with them. Fifty-six (69%) of the 81 recruited patients agreed to participate in the study. Expert physicians directly recruited patients, and there were no reports of patient refusals for participation.
The expert physicians enrolled a total of 48 patients into the study; 6 physicians audiotaped 2 patients each and 12 audiotaped 3 patients each. As shown in Table 1 , the patients averaged 74 years of age, were preponderantly white (78%), and were about as likely to be male (54%) as female. Most patients were well educated, with only 7 (14%) reporting less than a high school education. As a whole, patients viewed their health quite positively with a minority (23%) of self-ratings falling in the fair or poor category. In contrast to the patients of the expert physician settings that are often characterized by time restrictions. Furthermore, many physicians receive inadequate training in interpersonal skills. These limitations would suggest that attempts to improve these conversations likely to be futile. Yet, the literature does describe positive models of end-of-life planning and suggests that AD discussions can be successful if structural elements of the visit, including the dedication of sufficient time to the task and necessary interviewing skills, are in place. 8 This study was designed to explore best practices by describing what physicians who are considered expert in the area of end of life bioethics or medical communication do when discussing ADs with their patients. A second objective was to explore the ways in which best practices of the expert group might differ in content or style from normative practice derived from primary care physicians' discussions of ADs with their patients collected as part of an earlier study. 13, 14 sample, the community physicians' patients (n = 50) were more likely to be male (68%) and to have less than a high school education (66%) and had an average age of 72 years. The patients' self-ratings of health were less optimistic than that of the other patients, with 48% falling in the fair or poor category (Table 1) .
SOURCES OF DATA
Fifty audiotapes obtained from the community physician sample and 48 audiotapes obtained from 18 physicians from the expert sample were available for analysis in this study. Only the portion of the audiotaped visit directly relevant to the AD discussion was coded.
The unit of analysis for the study is the physician. This approach is straightforward for the community physician sample as each patient-physician encounter is independent of the others, with only 1 patient recorded with each physician. For the expert physician sample, however, this is not the case; individual physicians participated in more than 1 encounter (an average of 2.7 per physician), so that patient encounters are not independent of physician. We aggregated the expert physician data by physician so that our analysis is based on the average performance of each expert physician over their 2 or 3 patients.
The audiotapes were analyzed using the Roter Interaction Analysis System (RIAS), a widely used quantitative approach to audiotape coding. In addition to the RIAS, a content analysis focusing on key skills related to proficiency in the conduct of AD discussions was undertaken.
RIAS CODING
The RIAS places each complete thought, usually expressed as a phrase during the visit, by either patient or physician, into mutually exclusive and exhaustive categories. The communication categories relate broadly to the taskfocused and socioemotional functions of the visit. Taskfocused communication includes categories of patient education and counseling about the medical condition and symptoms, treatment regimens and procedures, directions and orientations, as well as lifestyle and psychosocial issues. Socioemotional communication includes responding to patient emotions, positive and negative exchange, and partnership building. Table 2 gives the individual code categories included within each of the communication groupings and examples of dialogue for each coding category.
Coding of the audiotapes is done directly from audiotapes without transcription, and coding averaged about 1.5 times the length of the visit. Two coders with more than 5 years of experience with the RIAS, shared the coding task.
As in other studies, coding reliability was good. [17] [18] [19] Reliability was assessed by calculating a Pearson correlation coefficient for a 13% random sample of audiotapes (n = 13) selected throughout the coding period for all categories with frequencies greater than 1.0. The mean correlation representing reliability for the coding of physician categories is 0.86 (range, 0.77-0.99), and the reliability for coding of patient categories is 0.85 (range, 0.75-0.99).
A measure of verbal dominance during the medical visit was derived by calculating a ratio of the count of physician statements divided by a count of patient statements. Discussion length in seconds was derived from the audiotape. This measure excluded waiting time.
CONTENT-SPECIFIC CODING OF AD SKILLS
In addition to the more general stylistic elements of communication captured through the RIAS analysis, a number of critical content-specific elements reflective of proficiency in AD discussions were also coded. These elements were identified by us through a review of the AD literature and later refined and operationalized on a subset of the audiotapes, and a code manual with dialogue examples and coding rules was developed. Twenty-one items representing 5 broad content domains were scored as either present or absent with possible scores ranging from 0 (none present) to the number of items included in the domain (all present). (A listing of the items within each domain is included in Table 3 .)
The content domains included the following: (1) Probes and elicits the patient's preferences referring to specific scenarios (4 items; Cronbach ␣=0.58). Coding was done directly from audiotape without transcription. Reliability of coding was assessed through double coding of a 13% (n = 13) random sample of audiotapes selected throughout the coding period. Agreement between coders on the individual items was good (average = 0.88; range 0.500-1.00).
Descriptive analysis of RIAS-coded communication and the content-specific AD skills variables was conducted using both 1-way analysis of variance and analysis of covariance (ANCOVA).
RESULTS
DESCRIPTION OF THE AD DISCUSSIONS
Overall, experts averaged 6.6 minutes longer in AD discussions than other physicians: 14.7 minutes for experts (median= 11.7; range, 7.4-26.3 minutes) and 8.1 minutes for community physicians (median=6.0; range, 0.92-38.4 minutes) (t = 3.7; PϽ.001). Almost two thirds (n=32; 62%) of the community physicians had discussions of less than 7 minutes, while all expert physicians' discussions exceeded 7 minutes. Both groups had a small minority of physicians whose discussions exceeded 20 minutes, with the longest of these visits lasting 26 minutes for the expert physicians and 38 minutes for the community physicians.
Typically, discussions about ADs were set apart from the routine business of the medical visit, either as the primary focus of the visit or as an addendum to the visit. Most experts (14/18 [78%]) used a single visit structure across all of their study patients. The most common model for expert physicians was to dedicate the entire medical encounter to discussion of ADs. Eleven (61%) of the expert physicians used this approach with all of their recorded patients, whereas only 2 of the community physicians did so. The dedicated visits averaged 15 minutes (SD=6.8 minutes) for experts and 8.8 minutes (SD=0.8 minutes) for community physicians. In contrast, more than 80% (n = 41) of the community physicians ap-pended the AD discussion to the end of the visit after all other visit business was completed, but only 2 of the experts did so with all of their patients. The appended visits averaged 7.1 minutes (SD=6.3 minutes) for community physicians and 9.7 minutes (SD=0.5 minutes) for experts. Several community physicians (n=7) and only 1 expert integrated discussion of ADs into the broader medical dialogue, such as discussing a test result or a prescription, or even conducting a short physical examination, in the midst of the AD discussion.
The expert physicians not only spent more time in AD discussions, but also the time was spent in more dialogue. Both experts and their patients talked more during visits than general physicians and their patients; however, the proportionate contribution of each was somewhat different. The ratio of physician to patient talk shows expert physicians to be significantly less verbally dominant in these discussions than their counterparts (1.3:1 for experts compared with 1.7:1 for community physicians [t =2.2; PϽ.03]).
What physicians talked about during their time with patients is given in Table 4 . As is shown, expert physicians demonstrated higher mean frequencies for all of the RIAS-coded categories of interaction, with the exception of information on treatment and procedures. Statistically significant differences were found in the task-focused categories of lifestyle information and psychosocial counseling and in the number of psychosocial questions asked. In addition, significant differences are evident in all of the socioemotional categories, including partnership building, emotional exchanges, positive talk, negative talk, and social talk. Since higher category frequencies are related to a longer length of visit and expert physicians conducted longer AD discussions, ANCOVA controlling for the length of visit was undertaken, and adjusted means are also displayed in the table. The adjusted means show higher discussion levels for community physicians of medical treatment and procedures and related medical counseling, as well as higher levels of biomedical questions and instructions and orientations. Higher levels of lifestyle information and psychosocial counseling, and socioemotional areas of exchange, including responding to patients' emotion, positive talk, and social talk, by expert physicians are less pronounced when the length of visit is controlled, but the patterns are similar. Partnership building and disagreements and criticisms (negative talk) remain significantly higher among expert physicians regardless of whether adjusted or unadjusted means are examined. Table 5 shows the unadjusted and adjusted mean frequencies for coded categories of patient interaction during the AD discussions. As was true for the expert physicians, the patients of expert physicians show significantly higher frequencies of interaction for all categories when unadjusted means are examined. When adjusted means are examined, differences emerge showing higher levels of interaction related to biomedical topics and question asking for patients of community physicians. Higher frequencies for patients of expert physicians in the categories of psychosocial and lifestyle topics, emotional talk, and positive talk show similar patterns with both unadjusted and adjusted means. Analysis of content-specific AD skills showed higher mean levels for expert physicians across the board; statistically significant differences were evident in 3 of the 5 dimensions, as listed in Table 3 and in the overall score. Expert physicians more frequently probed and elicited patients' values and experiences related to end of life, provided more resources and encouragement for decision making, and more effectively concluded the visit through summarization and final checking for additional questions and concerns. After statistically controlling for the length of visit, the differences in mean scores within dimensions were somewhat diminished, but the patterns were consistent. The difference in the overall score remained statistically significant. COMMENT We believe we have captured best practices of physicians considered expert in end-of-life issues and medical communication, as well as normative practice as reflected in the AD discussions of well-respected primary care physicians who provide care to patients in commu-nity settings. These differences are most obvious in the way in which the visits were structured and in the amount of time devoted to the discussions, as well as in the relative emphasis on biomedical vs psychosocial aspects of care. Differences were also evident in specific AD skills used in the discussions.
Experts spent substantially more time, close to twice as much, in AD discussions than community physicians did. Longer length of visit is associated with higher mean frequencies of almost all of the coded categories, and consequently we conducted analysis statistically controlling for length of visit to understand differences in communication dynamics over and simple above the provision of more time. However, the time differences evident in our analysis represent real effects-patients experience visits in real time and expert physicians spent more of it with their patients. For that reason, both unadjusted and adjusted mean frequencies of interaction categories were presented.
Differences in time devoted to AD discussions were most marked by the preponderance of very short exchanges for the community physicians rather than par- ticularly long discussions for the expert physicians; none of the expert physicians conducted discussions of less than 7 minutes, while almost two thirds of the community physicians did so. Emanuel and colleagues 20, 21 estimate that a thorough AD discussion would take a median of 14 minutes. This estimate was based on their experience in AD discussions with 405 outpatients using the Medical Directive, a comprehensive advance care document focusing on paradigmatic scenarios defined by prognosis and disability of incompetent patients, to guide the discussion. 24, 25 While there was no indication that the physicians in our study used the Medical Directive document per se, the time spent in discussion is comparable. In a similar vein, expert physicians seem to agree with the suggestion that a full AD discussion may be best accomplished in a dedicated visit. 21 While the length of AD discussion represents the contributions of both patients and physicians to the visit's dialogue, these are not of equal magnitude. Expert physicians were less verbally dominant in the recorded discussions than were community physicians. The more balanced dialogues of the expert physician visits were associated with physicians' use of partnership-building skills that invite the expression of patient opinion, expectations, understanding, and beliefs. Use of these partnership skills was furthermore associated with a greater psychosocial rather than biomedical emphasis in the visit. When patient communication is examined, a mirror im-age to physician communication emerges. Patients of expert physicians disclose more psychosocial information to their physicians, offer more emotional talk, and seem more positive. This is a likely reciprocation of the expert physicians' higher use of these categories.
Community physicians did as well as experts in probing and eliciting patient preferences in response to scenarios. This is perhaps the aspect of AD discussions that is most widely publicized. However, these probes were only done in about half of the recorded AD discussions, and the discussion was typically abstract (ie, "do everything" or "if I am a vegetable I do not want machines"). Experts were more proficient at what might be considered the higher order skills measured in the study, including probing and eliciting patients' values and experiences, and clarifying and summarizing the discussion at its close. It is in this realm that we think patientcentered communication skills complement and extend physicians' ability to address the broad spectrum of concerns and issues that patients face. [22] [23] [24] [25] It may be worth rethinking the goals of advance care planning discussions to emphasize these tasks.
Several limitations should be considered in the interpretation of our findings. Differences in patient recruitment methods across the groups may have introduced a systematic bias to the study. The expert physicians maintained complete control over patient recruitment and had the flexibility of scheduling a patient visit specifically to Ends the discussion (1) Clarifies and summarizes discussion at its conclusion (2) Elicits additional questions, concerns, or related issues
Overall score All 21 items *Parentheses enclose standard deviations; brackets enclose score ranges. See "Physicians" subsection of "Participants and Methods" section for an explanation of the 2 physician groups. discuss ADs. It seems clear that many expert physicians did just this. Furthermore, it is possible that they chose patients they considered more positively disposed toward an AD discussion or patients with whom they had especially good relationships. Nevertheless, the expert physicians reported that both the patients chosen and the AD discussions were representative of their usual practice. In contrast, study personnel identified and randomly ordered eligible patients from the daily list for the community physicians. Physicians were able to skip over patients they considered inappropriate for AD discussions but were required to consider each patient in order as identified by the investigators. Consequently, the community physicians did not have the opportunity to schedule a visit for study patients that would be dedicated to an AD discussion. Inasmuch as the community physicians reported that the patients and AD discussions that were included in the study were representative of their usual practice, it is unlikely that we missed any significant common practice that would include scheduling dedicated visits for the purpose of AD discussion.
There are other reasons that may lead to differences in patient selection. Experts as a group may consider patients appropriate candidates for AD discussions at earlier stages of chronic disease and when in better health than their community counterparts. Despite use of the same broad patient eligibility criteria, some sociodemographic differences between the 2 patient groups were evident; patients of expert physicians were better educated, were more likely to be female, and were more optimistic in their health ratings than patients of community physicians. We cannot judge the extent to which these differences are the result of selection bias in the ways described or simply a reflection of the patient populations served by physicians in the 2 groups. Our guess is that all of these factors may be in operation. Either way, we recognize that differing patient characteristics in the 2 groups may affect the results. Together, the fact that there are patient differences qualifies the interpretation of our findings to discussions of expert physicians as ideal or physician-controlled circumstances compared with the less ideal circumstances encountered by community physicians.
The expert group of physicians was recruited on the basis of their professional reputation and publications; however, there may be other ways in which the 2 groups of physicians differ. For instance, as one might expect, the expert physicians are considerably older than the others, perhaps marking greater professional maturity and experience. An expression of this maturity may well be in more patient-centered communication style. We captured multiple observations of AD discussions for the experts, but only one conversation each was recorded for the community physicians. Multiple visits are important when describing the behavior of an individual physician or when the numbers of physicians in a group are small, as is the case for our expert sample. In drawing group comparisons to the much larger sample of community physicians, the necessity of multiple observations per physician is less compelling. Consequently, limited numbers of observations per community physician were undertaken. While it is true that we may have captured "best behavior" in our audiotapes, it is unlikely that this was systematically interpreted by physicians in a way that would jeopardize the interpretation of our findings. The issue of performance bias in response to audiotape recording has been addressed in several studies. [26] [27] [28] All have found that the effect is minimal. Included among these is a study of the content of videotape recordings of physicians who were and were not informed that recordings were being made that found no statistically significant differences in the length of visit or in the number or nature of the problems discussed. 28 A strength of the study is the high participation rate of both community and expert physicians. Nearly every physician recruited into the community sample, which included physicians from 5 practices in 2 cities, agreed to participate in the study, as did almost all of the national experts.
CONCLUSIONS
We are unable to generalize our conclusions regarding differences between expert physicians and community physicians beyond best and normative practices because of the different procedures used for patient selec- *See "Physicians" subsection of "Participants and Methods" section for an explanation of the 2 physician groups. 
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Biomedical tion in each group. Nevertheless, there is much to learn from the experts' methods. In listening to these national experts, we have found that their communication reflects mastery of the content area related to end-of-life planning, but in equal weight, we found that they excel in use of a patient-centered communication style. We think this finding has important implications for how we might best improve physicians' ability to discuss end-oflife issues. It is not sufficient to simply train physicians in the narrow and specific elements of AD guidelines; if we want to fully prepare physicians in this arena, we will have to broaden training to include the array of patientcentered skills that serve physicians so well in all their clinical encounters.
